






FINANCIAL  ALLIANCE 
St. Louis Smile Center 

Derek J. Vadnal, D.M.D., L.L.C. 
 

 

 

 

 

We at St. Louis Smile Center are proud to be part of a team whose primary mission is to 

deliver the finest and most comprehensive health care available today.  In addition, we 

are also dedicated to making top-quality care as cost-effective as possible. 

 

We submit dental insurance for you, but we do require estimated patient portion at 

time of service.  Treatment fees are only estimates; valid 30 days from date printed and 

are subject to revision.  Treatment could be altered if your dental needs change.  

Insurance estimates are estimates only! 

 

Please acknowledge that all treatment options for your dental condition have been fully 

explained.  It is your responsibility to complete treatment and follow recommended 

maintenance schedules.  If treatments and maintenance plans are not followed 

and/or appointments are missed, adverse results could affect your dental health and 

insurance coverage.  If you do not proceed with your treatment plan in a timely 

manner, further treatment for the involved teeth, supporting tissues, adjacent and 

opposing teeth, muscles or joints will be based on the fees at the time of service, not 

those on the original treatment plan. 

 

We are happy to offer you various payment options: cash, check, money orders and 

Visa/MasterCard/Discover/American Express. In addition we work with several 

financial companies that, if you qualify, offer you low or no interest loans. We collect 

your information, submit via internet, you qualify and know the results before you leave 

our office. 

 

Please understand that you are responsible for the entire balance and for complying with 

the terms of this office.  Your portion of payments are due on (or prior to) services as 

outlined by our financial coordinator.  You also understand that any balance over 60 day 

past due will be your responsibility and that you may be liable for any attorney fees 

incurred in collecting the delinquent balance. 

 

 We appreciate the trust and confidence you have placed in us for your care.   

 

 

 

________________________________________________    ______________________ 

Sign     Date 

 



HIPAA PATIENT CONSENT FORM 

 
I understand that I have certain rights to privacy regarding my protected health 

information.  These rights are given to me under the Health Insurance Portability and 

Accountability Act of 1966 (HIPAA).  I UNDERSTAND THAT BY SIGNING THIS 

CONSENT I AUTHORIZE YOU TO USE AND DISCLOSE MY PROTECTED 

HEALTH INFORMATION TO CARRY OUT: 

 

• Treatment (including direct or indirect treatment by other healthcare providers 

involved in my treatment); 

• Obtaining payment from third party payers (e.g. my insurance company); 

• The day-to-day healthcare operations of your practice. 

 

I have also been informed of, and given the right to review and secure a copy of your 

Notice of Privacy Practices, which contains a more complete description of the uses and 

disclosures of my protected health information, and my rights under the HIPAA.  I 

understand that you reserve the right to change the terms of this notice from time to time 

and that I may contact you at any time to obtain the most current copy of this notice 

 

I understand that I have the right to request restrictions on how my protected health 

information is used and disclosed to carry out treatment, payment, and health care 

operations, but that you are not required to agree to these requested restrictions.  

However, if you do agree, you are then bound to comply with this restriction. 

 

I understand that I may revoke this consent, in writing, at any time, However, any use or 

disclosure that occurred prior to the date I revoke this consent is not affected. 

 

 

Signed this _____ day of __________, 20____. 

 

 

Print Patient Name: ______________________________________________________ 

 

 

Relationship to Patient: ____________________________________________________ 

 

 

Signature: _______________________________________________________________ 

 

 

ST LOUIS SMILE CENTER 

DEREK J. VADNAL, DMD, LLC 

11520 ST CHARLES ROCK ROAD, SUITE 205 

BRIDGETON, MO  63044 

 

 



 
 
 
 
 
 
 
 
 
 
 
 
 

PATIENT or GUARDIAN CONSENT 
 
The undersigned hereby authorizes Dr. Derek J. Vadnal to take x-rays, study models, photographs, 
or any other diagnostic aids deemed appropriate by him to make a thorough diagnosis of my dental 
needs.  I also authorize Dr. Vadnal to perform any and all forms of treatment, medication, and 
therapy that may be indicated.  I also understand the use of anesthetic agents embodies a certain 
risk.  I understand that my dental insurance is a contract between me and the insurance carrier, 
and not between the insurance carrier and Dr. Vadnal and that I am fully responsible for all dental 
fees.  These fees are due and payable by me at the time services are rendered unless prior 
financial arrangements have been made and authorized.  I also assign all insurance benefits to Dr. 
Derek J. Vadnal at the St. Louis Smile Center.  Any payments received by Dr. Vadnal from my 
insurance coverage will be credited to my account, or refunded to me if I have paid the dental fees 
incurred. 
 
 
______________________________________________     ______________________________________________  
                   Patient or Guardian Signature                                                                                                                Date           
 
 
 
 
 
 
 
 
 
 

ST. LOUIS SMILE CENTER 
Derek J. Vadnal, D.M.D. 

11520 St. Charles Rock Road – Suite 205   Bridgeton, MO  63044   (314)298-7772   www.smilestlouis.com   drvadnal@smilestlouis.com 
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